Background: In 2005,12% of the English population visited a complementary and alternative medicine (CAM) practitioner.
Introduction
CAM is 'a diverse group of health-related therapies and disciplines which are not considered to be a part of mainstream medical care' and includes osteopathy, chiropractic, acupuncture, herbal medicine, and homeopathy. 7 There has not been a national English survey since 2005. The evidence base for CAM varies widely. For musculoskeletal and mental health conditions, which are common in primary care, and were the focus of the authors' larger scoping study, 8 good quality reviews were identified with moderate to good quality evidence of effectiveness for yoga, 9 osteopathy, 10 27 and mindfulness for stress and distress.
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There is little up-to-date information on current NHS provision of CAM. A recent survey suggests that a million NHS acupuncture appointments are provided annually. 28 A systematic review of surveys estimated that >20% of UK physicians had 'used' CAM in their practice within the previous week (recommendations, referrals, provision of treatment, or self-administration), an average of 39% of physicians had referred to and 46% had recommended CAM. 7 A 2003 article found around half of general practices offered some CAM services, mainly acupuncture, osteopathy, and homeopathy.
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In 2009, 19% of GPs were regularly treating patients with CAM; 56% had treated with, referred to, or endorsed CAM during the previous week.
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Given the lack of recent data on CAM use by the public or NHS CAM access, and in the light of the emphasis in the 2014 NHS Five Year Forward View on self-care, prevention, and wellbeing, 31 the authors conducted a national survey with Ipsos MORI of the public's use of CAM and their views on CAM provision within the NHS.
Method
The aim of the survey was to obtain up-to-date figures on CAM use in the general population in England, and explore views and experiences regarding consulting CAM practitioners. The specific objectives were:
1. to identify the proportion of the population in England that had used practitioner-led CAM in the previous year, and explore reasons for non-use; 2. to identify the health conditions most commonly treated with CAM; 3. to identify how CAM is accessed and funded, and how much it costs individuals; and 4. to obtain the public's views on models of CAM provision within the NHS and willingness to pay for CAM.
The authors commissioned Ipsos MORI (a UK market research company) to include 10 questions within their national, weekly 'Capibus' survey (https://www.ipsos-mori.com/ourexpertise/omnibusservices/capibus.aspx). This face-to-face computer-assisted survey, completed in people's homes, used a quota sample of all adults (aged !15 years) in England. Quota sampling aims for a nationally representative sample of adults in England, based on age, sex, and working status, within four regions (South, North, Midlands, and London). The survey ran between 25 September and 18 October 2015.
The project team developed 10 survey questions (see Appendix) with input from Ipsos MORI, the project patient and public involvement group, and steering group. The questions included: whether practitioner-based complementary medicine had been used during the previous 12 months; reason for use; access; funding; cost; reasons for non-use; views on particular models of NHS CAM provision that might facilitate its use; and willingness to pay. Ipsos MORI provided basic demographic data. The authors combined income, social grade, and employment into SES. Data were weighted by Ipsos MORI for the English adult population using region, social grade, age, working status, housing tenure, and ethnicity (white or black and minority ethnic), based on census data or mid-year estimates and National Readership Survey defined profiles. Analyses were mainly descriptive; statistical testing compared different groups. In addition to the univariable analyses, a multivariable analysis using logistic regression was conducted to test whether bivariable associations were independent of each other, estimating odds ratios with 95% confidence intervals. Not all aspects of CAM use were amenable to multivariable analysis; the authors excluded those with events less than 10 times the number of parameter estimates required in any specific model.
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Results
The final sample comprised 4862 adults (response rates unavailable). See Table 1 for participant characteristics.
CAM use
A total of 766 participants (16% of sample) had seen a CAM practitioner (from the list) in the previous 12 months. Table 2 shows manual therapies were most common. The main route to a CAM practitioner was self-referral (n = 539, 70%), followed by GP referral or recommendation (n = 133, 17%). The majority of responders (67%) paid in full for their CAM but, for 13% of CAM users, the NHS paid (the remaining 20% selected other options, such as 'another organisation such as a charity paid for all of it'). 'GP or NHS health professional-provided CAM' included physiotherapist-delivered CAM, 'traditional medicine', tai chi, yoga, osteopathy, acupuncture, and meditation and/ or mindfulness. Table 3 shows univariable and multivariable demographic associations. CAM use was associated with being female, higher SES (higher social grade, higher household income, being employed) and living in the south of England (all P<0.001). Remarkably, few associations changed in the multivariable analysis. Only marital status and housing status were not independently associated with CAM use.
Musculoskeletal conditions, mainly back pain, accounted for 68% of CAM use (see Table 4 ). Men and those aged >65 years were more likely to cite musculoskeletal conditions, the latter mainly for arthritis. Musculoskeletal conditions were significantly more likely to be treated with massage, osteopathy, and chiropractic than were mental health conditions, which were more likely to be treated with meditation and/or mindfulness or reiki. Eleven percent of CAM use was non-conditionspecific, that is for prevention or general health. Women were more likely to use CAM for arthritis Table 1 continued on next page and minor mental health conditions. The majority (n = 632) used CAM for one condition; n = 101 used it for two conditions; n = 25 for three conditions; n = 6 for four conditions; n = 1 for five conditions; and n = 1 for six conditions. Table 5 shows the pathways to (GP referred and/or recommended, or self-referred) and payment (NHS or not) for the most popular CAM. The most commonly used CAM therapies (shown in Table 5 ) were similar across all four categories. Table 6 shows that GP-referred and/or recommended users were more likely to be aged <24 years or >55 years, of lower SES, living in the north of England, renting, and Asian. Apart from age, all these demographic associations were reversed for self-referred CAM users. GPreferred and/or recommended users were more likely to have had their CAM paid for by the NHS, although 27% of this subgroup, had paid something towards the CAM. The condition being treated was not associated with the route to CAM or NHS payment.
Non-use of CAM
Not needing any health care was the main reason cited by the majority (63%) of non-users; for 16% it had not occurred to them. Lack of need was more commonly cited by those with higher SES and less commonly by Asian and Black responders. Six percent stated that they did not believe in CAM. Concern about practitioners' professional regulation or qualifications was more common in social grades A and B. Not being available locally was most commonly mentioned by responders in London.
Factors relating to CAM use
When given a list of possible models of CAM provision, including funding, and asked: 'If you had a health problem you thought complementary or alternative medicine could help with, which, if any, of the following statements would encourage you to use it?' 39% of responders said they would be more likely to use complementary medicine if it was free (NHS-funded), 35% if their GP mentioned it might help, and 27% if their GP referred them.
In general, NHS-related factors (limitations of NHS care, part NHS-payment, or a CAM practitioner who was an NHS professional or NHS regulated) were more often cited by those who were female, had higher income, had a mortgage, and were employed.
CAM users were more likely to respond: 'If I thought it would enhance the care I was already receiving.' Non-users were more likely to respond: 'If my GP mentioned it might help.' Non-users were also more likely to respond: 'If my GP referred me.' Those who were not using CAM owing to lack of healthcare need were more likely to cite NHS endorsement as encouraging them to use CAM. Those who were not using CAM because 'it hasn't occurred to me' were more likely to say they would consider CAM if they 'had to wait a long time for NHS care' or 'NHS treatment was not helping'.
Cost of CAM and willingness to pay
For the 560 CAM users who provided cost data, the majority paid £21-£40 per visit (n = 289, 52% of responders), as shown in Table 2 . The only demographic association was that those in the south or London were more likely to pay £41-£50 and those in London were more likely to pay £60-£100 than any other region. Non-users were asked: 'If you had a health problem you thought would improve from seeing a complementary or alternative practitioner, what is the most you would be willing to pay for each visit?' Amounts cited varied widely; 17% cited 'between £11 and £20'; 16% 'between £21 and £30'; and 22% said they would not be willing to pay for it at all. High earners, those in work, and those of higher social grade were willing to pay more.
Discussion Summary
Sixteen percent of the surveyed adult population (aged !15 years) in England had seen a CAM practitioner in the last 12 months, mainly for manual therapies and most commonly for musculoskeletal conditions (mainly back pain), followed by mental health. Use was more commonly associated with being female, of higher SES and living in the south of England. Most users paid for the CAM themselves. Although the majority of CAM use was via self-referral, a small proportion was GP referred and/or recommended, for a range of conditions and mainly for acupuncture, physiotherapist-delivered CAM, chiropractic, and osteopathy. GP-referred CAM was more common in lower SES groups and more often paid for by the NHS. Willingness to pay for CAM varied widely; for example, 22% of responders said they would not be willing to pay anything, and higher SES responders were willing to pay more.
Strengths and limitations
Incorporating questions on CAM within a routine national survey was efficient. The Capibus methodology obtained a nationally representative sample, using face-to-face interviews at people's homes, rigorous geographical sampling, and quotas for demographic characteristics. Data were comprehensively validated and weighted to correct for minor deficiencies or bias in the sample. Although overall response rates are not available, being part of the routine Capibus survey is likely to have avoided the pro-CAM response bias described for other CAM surveys. Between £60 and £100 23 4
Over £100 5 1
Prefer not to say/don't know 3 <1
a This only applies to the n = 560 who paid for all or part of the CAM themselves
The authors could only include a limited number and length of questions. Some questions had a poor response, which limited sub-group analyses.
As for all Ipsos MORI surveys, interviewers did not guide responders or provide clarification beyond the written questions and prompts. Some responders may have misunderstood the authors' CAM definition, particularly CAM delivered by an NHS practitioner; for example, mindfulness within NHS mental health services. Recall bias may have been present, particularly for specific questions such as the cost of the CAM.
Comparison with existing literature
Practitioner-led CAM use was about 5% higher than previous national (UK and England) surveys. 2, 3 This may relate to the authors' wider CAM definition, which included 11 more therapies than Hunt et al, 3 or increased CAM use since 2005. Exercise-based CAM (pilates, qi gong, tai chi, yoga), used by up to 7% of users, may account for this study's higher prevalence figure. Only osteopaths and acupuncturists featured in both the present survey's and previous national surveys' top five most commonly accessed practitioners, 2,3 although chiropractors and massage practitioners were in the authors' one previous survey. The emphasis on manual therapies (massage, osteopathy, and chiropractic), acupuncture, and yoga in the survey reflects current evidence (see Introduction). Pilates and reflexology were popular but have less evidence. Tai chi has some evidence but was not popular. CAM was most commonly used for musculoskeletal conditions in a UK survey and an EU review. 4, 5 Using CAM for low back pain and arthritis probably reflects the general prevalence of these conditions, [35] [36] [37] 
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Despite the small proportion of GP referred and/or recommended CAM, a significant proportion of GPs (19%) endorse CAM in their practice. 30 However, decreasing GP referral and/ or recommendation from 1999 (38%) to 2009 (19%) was attributed to either increased scepticism or NHS financial pressures. 30 Acupuncture being a common GP referred and/or recommended CAM may reflect its practice by NHS clinicians. 28 GPs may have referred to or recommended chiropractic and osteopathy due to their statutory regulation. Willingness to pay for CAM appeared to be based on ability to pay (that is, working and earning more), and free or low-cost CAM might increase use. Older and lower SES patients perhaps cannot afford CAM (they used GP referred and/or recommended and NHS-funded CAM). CAM is primarily paid for by the patient and is accessed outside NHS care, and is used, therefore, by more affluent groups. 46 The relationship with income may also be due to availability (less CAM in low-income areas) and accessibility (barriers attending CAM appointments among those with lower-income jobs).
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Implications for practice and research
Future surveys could include larger samples (for subgroup analyses for CAM types), questions on 12-month or 'ever' use, perceived benefit, detail on health conditions, multiple uses of CAM, views on NHS integration, and more detail on willingness to pay. These findings raise the question as to whether GPs and other NHS professionals should routinely ask patients about CAM use, particularly for back pain and other musculoskeletal conditions.
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Ability to pay may be a factor in accessing CAM (indicated by the association of CAM use with higher SES; lower SES responders being more likely to be GP-referred to CAM; and responders stating that they may use more CAM if the NHS provided services, and GPs endorsed and/or referred them). Integration of CAM into the NHS through primary care could promote continuity of care, safety, and balance of power. 48 An integrative medicine approach includes many of the values recently included in UK health policy documents; for example, Five Year Forward View. 49 It is patient-centred, as discussed in 2010, 50 focuses on prevention, and emphasises patient self-management and person-and community-centred approaches to health and wellbeing. 31 Many of these values underpin social prescribing, which is an increasingly popular model of health care. 51 There seems to be significant patient demand for CAM 52 and more holistic approaches, 48 and a view that CAM may improve patient satisfaction.
53 Table 5 Pathways to and payment for practitioners offering 16 most popular CAM therapies GP referred/ recommended (n = 133) Self-referred (n = 539) P value NHS paid for some or all (n = 117) However, such NHS endorsement would clearly need to be evidence based. For CAM with sufficient evidence for NHS integration, two models of integration may be possible. In 'selective incorporation' NHS staff practise CAM or CAM practitioners work on NHS premises. 54 In Weise's integration model, GPs refer to CAM services. 55 The latter may be more feasible, and could fit into a social prescribing model 56 or the Professional Standards Authority's 'Let's Work Together'
campaign. 57 Another model is integrated personal commissioning, which enables people with chronic conditions to control their NHS and/or social care resources and 'micro-commission' their care.
58
Referral to CAM via the NHS also raises cost implications. Few responders were willing to pay the full cost (approximately £60 per visit in the UK) of CAM, and 13% said they would consider CAM if it was partly NHS-funded. Co-payment by patients is a contentious issue but, where the evidence base is good, the NHS may need to respond to a changing, consumerist society. 49, 59, 60 There is little published about co-payment for CAM.
Complementary medicine is commonly used in England, particularly for musculoskeletal and mental health problems, and by affluent groups paying privately. However, less well-off people are also being GP-referred for NHS-funded treatments. For CAM with evidence of effectiveness (and costeffectiveness), those of lower SES may be unable to access potentially useful interventions, and access via GPs may be able to address this inequality. Researchers, patients, and commissioners should collaborate to research the effectiveness and cost-effectiveness of CAM, and consider its availability on the NHS. 
Survey questionnaire
Q1
This survey asks about complementary and alternative healthcare practitioners, for example (but not limited to) acupuncture, massage or yoga. This survey only asks about practitioners you have seen, not products you have bought in a shop or self-care at home. Practitioners include therapists and teachers.
In the past 12 months have you seen a complementary or alternative healthcare practitioner for a health-related problem?
A 
